ABSTRACT
INTRODUCTION
Child abuse and neglect (CAN) has been defined by the World Health Organization (WHO) as, ''Every kind of physical, sexual, emotional abuse, neglect or negligent treatment, commercial or other exploitation resulting in actual or potential harm to the child's health, survival, development or dignity in the context of a relationship of responsibility, trust or power'' (1) .
Abuse can be physical, sexual, psychological and economic; neglect can be physical, psychological, medical and educational while medical neglect is defined as intentional failure to provide necessary medical treatment and health protection (2) .
American Academy of Pediatric Dentistry (AAPD) defined dental neglect, as willful failure of a parent or guardian to seek and follow through with whatever treatment is necessary to ensure a level of oral health essential for adequate chewing function and freedom from pain and infection (3) .
International studies emphasize the role of dental practitioners in detecting CAN (4, 5, 6, 7) . It has been reported that orofacial trauma is present in approximately 50 to 75 percent of all reported cases of physical child abuse (8, 9) . Therefore, dental health care providers are most likely to be the first to recognize the evidence of physical abuse. Different nationwide studies reported very low percentage of dentists' participation in reporting suspected cases of CAN (10, 11, 12, 13, 14) .
WHO estimated that almost 53,000 children died worldwide in 2002 from homicide (1) .
In the United States each year almost 2,000 infants and young children die from being abused or neglected by caretakers (4). The problem is more extent in low economic countries associated with low incomes, poverty, high rate of unemployment, increased level of stress and unstable political situation (9, 12) . Bosnia and Herzegovina has all of the listed risk factors.
The purpose of this study was to assess knowledge and attitude of BH dentists regarding signs and symptoms of CAN, reporting procedure and level of education.
MATERIALS AND METHODS
Cross-sectional survey was carried out from March to June 2013. Data were collected through a self-administrated structured questionnaire offered to 300 dentists working in 7 different towns in BH. Final sample consisted of 210 dentists who agreed to participate in the study and returned questionnaire correctly filled. Response rate was 70 percent. The drop-out rate observed in present study was higher than anticipated during the design phase of the study but having in mind that the total number of dentists registered in public sector in BH was 997, the final sample of 210 participants can be considered as a representative for this survey (15, 16) .
The questionnaire consisted of twenty-seven questions adopted and modified from previous studies (4, 6, 14) . All questions about knowledge and attitudes were formulated as a statement using multiple-choice or true-false format.
Data were coded and entered into an SPSS package (Statistical Package for the Social Sciences, v. 13) and analyzed by using descriptive analysis for responses to each question. Question by question were tabulated and analyzed using frequencies and percentages from responses to each questions to compile prevalence data. Non-parametric statistical tests (The chi-square test and Kruskal Wallis H test) were used to analyze differences among respondents in respect of age, gender, professional experience, specialty, and workplace. The level of significance was set at p<0.05.
RESULTS
All subjects (n=210) indicated to treat paediatric patients on daily basis. Most of the subjects were female (70 %) the most frequent age was 30-49 years (67%) with working experience of less than 10 years in dental practice (48 %). Most of the respondents (62 %) indicated they were general practitioners (GP). The remaining of 38% was divided between pediatric dentists (18 %) and other specialties (20 %): orthodontics, oral surgeons and periodontologysts. Seventy percent of dentists were working in public practice and 30 % privately. Results about the level of educational training and self education regarding CAN and related items revealed very low level of education and any kind of training whereas 92.4 percent of subjects had no education or training, and 84.3 % hasn't been provided so far with any kind of information about CAN. Knowledge of social issues related to CAN was evaluated in six questions were respondents indicated answers as: "yes", "no" or "don't know". Distribution of answers of social indicators is given in Table 1 . The answer "don't know" was very frequent, indicating a lack of knowledge related to social indicators of CAN. Results regarding knowledge of the physical indications of CAN are given in Table 2 . Respondents usually indicated correct answer, but "don't know" as selected answer was prevalent in this section too.
Majority of BH dentists have never suspected CAN (66 %), and only 9 percent of them if suspected, would reported. Results of knowledge and attitudes regarding legal and ethical responsibilities among BH dentists are given in Table 3 . The most common reason for not reporting suspicions of CAN was lack of knowledge about the reporting procedure.
Statistical analyzes revealed significant differences in terms of social indicators, signs of physical abuse and knowl- edge of legal and reporting procedure. The chi-square test was used to analyze differences among respondents in respect of sex, specialty, and workplace. Kruskal Wallis H test was used to analyze differences in between age and years of working experience. More female dentists indicated that elder children would tell someone about the abuse (p=0.025).
Dentists from public practice more frequently indicated that CAN was not related to poverty and low incomes (p=0.029), More GP than private practitioners considered that CAN was indicated if parent delayed seeking help and the difference between answers in this section was statistically significant (p=0.026). Statistically significant differences in respect of physical abuse were found between GPs and specialists where GPs more frequently indicated bite marks (p=0.004) and bruises on a neck (p=0.009) as possible signs of physical abuse. Majority of dentists working in public practice suspected CAN, and the difference between public and private practitioners was statistically significant. (p=0.002).
DISCUSSION
Large epidemiological study conducted to assess prevalence of CAN in Balkan countries among children aged 11, 13 and 16 in a representative sample of 42, 272 children and 26, 287 parents brought data for BH among other countries in region (13, 14) . Despite, high figures of prevalence of physical violence (50.99 percent ), sexual victimization (13.61 percent) and feelings of neglect (48.04 percent) among examinees from BH medical and dental profession were not included in state programme or strategy dealing with education on recognizing and prevention of CAN and related issues. (13, 14) The present study is the first one conducted among dentists in Bosnia and Herzegovina regarding dental aspects of CAN. The findings of the present survey indicated that there was a lack of knowledge in many related to the subject of CAN. Having in mind that education is very important in this issue, and that this issue is very important for community, the lack of education and training courses is a serious problem for all authorities involved. Dental schools in many countries included the subject of CAN in their curricula, but results from many studies revealed that dentists or dental students still have not had enough knowledge about topic of CAN (17, 18) . Findings of numerous studies emphasize the need for additional education and introduction of novels models of training related to recognition of CAN through long-life learning courses (4, 6, 10, 19, 20) . According to results in our study, significant proportion of respondents are aware of their responsibility to pay attention to CAN, but lack of the knowledge of the reporting procedure was the most common reason for not reporting. Social and psychological barriers could be additional reason for underreporting CAN. These findings are similar to those in other studies (4, 5, 6, 17, 18, 20) .
Seventy percent of BH dentists associated poor oral health with physical neglect. Poor oral health could be considered as a dental neglect indicator. It is considered that untreated caries, periodontal disease, and other conditions can cause pain, infection and loss of function (2, 12, 20) . The most frequent indicator of dental neglect is rampant early childhood caries (2, 21) . Epidemiological findings of oral health status of children in BH, where decay, missing, filled index (DMFT) was more than 6, suggest that possible dental neglect could be considered (22, 23) .
Baseline results about knowledge and attitudes of dentists in BH regarding CAN and related issues revealed urgent need for providing serious education for all dentists in BH. Dentists need extensive and effective education to increase their knowledge and their awareness of all aspects of CAN as well as to enhance the importance of their role in detecting and reporting suspected cases. In order to achieve this, dental schools, continuing education providers and all legal authorities could develop programs for training dentists in diagnosing, documenting and reporting suspected CAN cases. Table 3 . Knowledge and attitudes regarding legal and ethical responsibilities among dentists in Bosnia and Herzegovina.*Correct answers are indicated with asterix.
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